LITTLE TRAVERSE BAY BANDS OF ODAWA INDIANS

Mailing Address: 7500 Odawa Circle, Harbor Springs, M1 49740
Physical Address; 911 Spring Street, Petoskey, Ml 49770
Phone: (231) 242-1620 / Fax: (231) 242-1635

CHILD CARE ASSISTANCE
OVERVIEW

PURPOSE

The purpose of this program is fo assist eligible parents with child care expenses so they can bégin or continue
employment, employment training or an approved education program.

GENERAL REQUIREMENTS
s Children must be age 12 or younger
~»  Child care must taks place in the covered setvice areas which are Charlevoix, Cheboygan and Emmet County
o  Children or at least one parent must be a member of the Little TYavérse Bay Bands of Odawa Indians
s Parents must be employed or enrolled in a job training or education program '
INCOME ELIGIBILITY & PAYMENT ASSISTANCE
« Eligibility criteria are based on a family’s monthly gross income and cannot exceed the maximum allowed income for
household size.
s  The percentage paid by LTBB will be determined by the household gross income. The income table is attached.
SELECTION OF CHILD CARE PROVIDERS

» The applicant shall select their provider for child care assistance. More than one provider may be used. The
provider(s) selected must be a minimum of 18 years of age.

+ Day Care Centers and Group Homes must be licensed by the State of Michigan. A copy of the venter’s current license
is required at the time of application. A copy of all renewed licenses must be submitted within ten days of re-
issuance. All unlicensed providers will be subject to a background check and a DHS Central Registry Clearance.

»  All providers must sign a provider agreement, complete a W-9 form |

OTHER INFORMATION
. | Both the parent or guardian and the provider are responsible for accurately documenting hours on timesheets
s - The parent is th; r#sponsible party for making sure that timesheets are submitted within the required time frame
s  Checks will be made payable to the provider only and will be mailed directly to the provider

e Participants must complete and submit a change of information form for all changes made to the initially approved
application such as a change in income or household size



CHILD CARE ASSISTANCE
DOCUMENT CHECKLIST

Thank-you for your interest in the LTBB Child Care Assistance Program. To be sure that your
application is processed without delay, it is important that your application is complete including all
required additional documentation. Please use the following checklist as a guide prior to mailing or
bringing in your application packet for processing.

APPLICANT CHECKLIST

[JCompleted and signed three page application

[_Documentation of past thirty day’s income for all parents in the household

["Copies of LTBB Tribal ID cards for all LTBB members in the household

[_JCopies of all household members® Social Security cards

[ iCompleted Parent Work Schedule from all parents in the household signed by their supervisors
[_JCompieted Child School Schedule for all school age children in the household signed by parent

If applicable:

[Copies of child support court orders, receiving and/or paying
[CICopies of foster care placement orders

["ICopy of class/training schedule

PROVIDER CHECKLIST

LICENSED PROVIDERS:

[1Completed and signed provider agreement
[_|Completed and signed W-9 form
[CCopy of state license

UNLICENSED PROVIDERS:

{ICompleted and signed provider agreement

U JCompleted and signed W-9 form

[ JCompleted and signed Request for Central Registry Clearance form

[CJCopy of Driver’s License

{_|Completed and signed Authorization for Criminal Background Investigation form
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CHILD CARE ASSISTANCE

APPLICATION FOR SERVICES

Plesse complete this application thoroughly and submit all required documentatiou. All information contained in this application is confidentiat.

Date: Tribal Affiliation
Enroliment #

Name: Date of Birth

Address: Social Security # -

Apt. No.: Home Telephone _( )

ﬁj;{’s“” Work Telephone  ( )

County: - [JEmmet [JCharlevoix [JCheboygan

‘Relationship to chiléren BParent. [JFoster Parent*

*If Foster Parent, attach copy of the Court Order Placement

Plense complete if mailing address is different from physical address:

Address

City/State/Zip

REASON FOR CHILD CARE: [ JEmployment [JSchool [Training

| CHILDCARE NEEDS ]
List the childrens’ name, date of birth, grade level and number of weekly hours needed for child care services during the
school year and during summer
CHILD’S NAME DOB GRADE LEVEL SCHOOL HOURS SUMMER HOURS
L HOUSEHOLD COMPOSITION INFORMATION |
List all individuals other than the applicant and the children listed above who are living in the household. This includes
Spouse, Significamt Other, and all other children between the ages of 13 - 18, Include the relationship to the children listed
under Childcare Needs {i.e. Mother, Father, Brother, Sister)
NAME DOB SOCIAL SECURITY # | RELATIONSHIP TO LTEB
) ENROLLMENT #

CHILDREN




HOUSEHOLD INCOME VERIFICATION

NAME

+++JF YOU ARE A FOSTER PARENT, PROCEED T0 PROVIDER INFORMATION SECTION***
INCO O TION

EARNED INCOME - Beginning with the applicant, list all earned gross income for all parents in the household

EMPLOYER PAY MONTHLY
. FREQUENCY | GROSS INCOME

Total Earned GROSS Income ; §

W — Beginning with applicant, list 21l un-earned gross income for all parents members in the
household (i.e. social security, pension, disability, child support, per capita payments, education scholarship, etc.)

NAME SOURCE OF INCOME FAY MONTHLY
FREQUENCY | GRrOsS INCOME
Total UNEARNED GROSS Income | §
SCHOO G
NAME SCHOOL ATTENDING
[CIspring (JSummer [JFall Owinter
[spring [}Summer [JFall [TJWinter
PROVIDER INFORMATION
Provider Type: | [] Day Care Center | | Relative Care [-] Unlicensed Non-Relative [ ] Group Home
Provider Name: Provider Name:
Provider Provider
Address: Address:
Provider Provider
Telephone: Telephone:
[ APPLICANT CERTIFICATION B

1 certify that all the answers given are true, complete and correct to the best of my knowledge. This certification is made with the knowledge

. that the information will be used to determine efigibility for the LTBB Child Care Assistance Program. [ agree to report all changes in my
household composition and/or household income within ten days of when the date of change occurs. :

Signature

Date




Rights and Acknowledgements

1. APPLICATION. Iunderstand that I have the right to file an application for child care services. I understand that I must provide
all necessary documentation for my application to be considered. Incomplete applications will not be accepted. I understand that [
will receive notice regarding my approval or denial of services within ten days of receipt of a completed application including all
supporting documentation from the LTBB Department of Human Services. :

2. AUTHORIZATION FOR SERVICES. I understand that I am responsible for all child care expenses incurred prior to my
application being approved and a letter of approval being sent to me. This includes all pre-existing childcare bills that I may have
with my childcare provider. :

3. NON-DISCRIMINATION. The Little Traverse Bay Bands of Odawa Indians Child Care Assistance Program will not discriminate
against any applicant because of race, sex, religion, age, national origin, color, marita) status, disability or political beliefs. If1
believe fhat such discrimination exists I have the right to file a complaint with the LTBB Department of Human Services.

4. REPORTING CHANGES: : :
A. 1agreeto report any changes in income, persons living in the home, changes in childcare provider or other circumstances
that may affect my eligibility within ten days of when the date the change occurs. A “Change of Information™ form must
be completed and submitted with every change.

B. 1understand that failure to report all changes, especially financial, will result in my termination from the program and any
outstanding payment will be my sole responsibility.

C. 1understand if ] have not actively participated in the LTBB Child Care Assistance Program for a period of sixty or more
days, 1 will be required to complete a “Reinstatement Form” and provide required documentation.

5. REPAYMENT OF BENEFIT. I understand that if | receive more benefits than I am entitled to receive, through my own or
LTBB’s error, | must repay any benefits received to which I was not entitled.

6. AFFIDAVIT. 1 affirm that all of the information provided in this application is true and understand that providing false
information will result in my termination from the program. Deliberate misinformation that results in obtaining benefits to which I
am not entitled may result in prosecution.

7. RELEASE OF INFORMATION. [ hereby give my permission to LTBB to contact my designated child care provider to give notice
of eligibility and to contact the Michigan Department of Human Services for the purpose of verification of dual participation.

8. RECORD KEEPING. | understand that 1 must document childcare hours on a timesheet cn a weekly basis and that I must submit
timesheets at a minimum of once monthly, no later than five business days after the last day of that month. Timesheets will only
reflect hours for which I am at work, training or school. The timesheet must document the in and out times for each day that my
¢hild is in the care of my approved provider. Timesheets must be signed by the parent and the provider and be signed and dated no
earlier than the last day services are rendered. I understand that if 1 fail to adbere to the recordkeeping standards for this program,
LTBB reserves the right to refuse payment for childcare services and [ may be terminated from the program for failure to comply.

1 HAVE READ AND UNDERSTAND THIS FORM

SIGNATURE: _ DATE:



LTBB CHILD CARE ASSISTANCE FUND

Child's School Schedule-Winter/Spring 2015

Name of Child:

In Time Out Time

Monday

Tuesday

Wednesday

Thursday

Friday

If child's schedule varies and changes at times, please make note of that below in as much detail as possible

Parent Signature




LTBB CHILD CARE ASSISTANCE FUND

Child's School Schedule-Winter/Spring 2015

Name of Child:

In Time Out Time

Monday

Tuesdav‘

Wednesday

Thursday

Friday

i child's schedule varies and changes a3t times, please make note of that below int as much detail as possible

Parent Signature




LTBB CHILD CARE ASSISTANCE FUND

PARENT WORK SCHEDULE

Parent Name:

Name of Employer:

In Time . OutTime

Sunday

Monday

Tuesday.

Wednesday

Thursday

Friday

Saturday

if your schedule varies and changes at times, please make note of that below in as much detail as possible

Supervisor Signature




LTBB CHILD CARE ASSISTANCE FUND

PARENT WORK SCHEDULE

Parent Name:

Name of Employer:

In Time Out Time

Sunday

Monday

Tuesday

Wednesday

Thursday

Friday
Saturday

if your schedule varies and changes at times, please make note of that below in as much detail as possible

Supervisor Signature




CHILDCARE ASSISTANCE
- PROVIDER AGREEMENT

This is an agreement between the Little Traverse Bay Bands of Odawa Indians (hereinafler referred to as LTBB)
Child Care Assistance Program, and

(hereinafler called Provider)  License #

" Tao provide childeare services for: thereinafler catled Parent/Gyardian)

The Provider attests that the child care setting for which | am providing services for is:

[ ]jay Care Center [] Relative Care* [ Unlicensed Non-Relative ~ [] Group Home

*If ciaiming' Relative Care, list your relationship to the children here:

The Provider hereby agrees to abide by the child care standards set forth by the State of Michigan while providing
services for the parent/guardian of the foliowing children:

1. . 3.

2. ' 4.

The Provider agrees to provide to the parent/guardian the following:
g) Unlimited access to children while in your care
b) - Immediate notification of all problems or concerns regarding children in your care
¢) Assurances of a smoke-free environment while children are in your care

The Provider agrees to abide by the Child Care Assistance Program reporting requirements and agrees to provide the LTBB
Department of Human Services with the following documents:

a) Copy of current daycare license (if applicable)

b) W-9 Form (signed, daed and business identification munber or social security number provided)

¢) Accurate weekly timesheets (signed by parent and provider and dated no earlier than the last day services are rendered)

The Provider agrees to abide by the Child Care Assistance Program’s mandated annual inspections (twice annually) by
providing access to the child care facility or home to an LTBB Department of Human Services representative.

It is the parents’ responsibility to submit time sheets for child care services rendered. The Provider understands that upon
receipt of weekly timesheets by the LTBB Department of Human Services, the timesheets will be checked for accuracy and
completeness and a determination will be made if the parent and/or provider are in compliance with program reguirements.

The Provider understands that payment for services rendered will be made payable directly to the provider and that a 1099
form will be issned for tax reporting requirements at the end of each year.

The Provider understands and agrees that in the event that a parent fails to rheet program requirements and is determined to no
longer be eligible to participate in the Child Care Assistance Program, the parent bears the sole responsibility for total
payments due for all services rendered by the provider. A

The Provider understands that payment for services rendered are not covered by LTBB until the parent/guardian has been
approved for program participation.

The Little Traverse Bay Bands of Odawa Indians Child Care Assistance Program operates on limited annua! funding and is
intended to assist in payment of child care services for qualified families. LTBB does not promise or guarantee that funding
will be available for the duration of the entire fiscal year. In the event that program funds become depleted, LTBB will not be
liable for any child care expenses incurred by program participants.

The Provider agrees to abide by the terms listed in this agreement and will not attempt to defraud or misrepresent any service
or time reported to the LTBB Child Care Assistance Program. The provider further understands that LTBB reserves the right to
prosecute for misrepresentation and/or fraud. , '

T understand that if I receive more benefits than I am entitled to receive, through my own or the LTBB’s error, | must repay any
benefits received 1o which I was not entitled.

Provider Signature: : Date
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_ Request for Taxpayer Give form tg:he
{Rev. Cciober 2004) 2 g ragueaster, not
- October 20 Identification Number and Certification ot o the IRS.
Inlsenal Aevanus Jervice :

. Name (a8 reported on your income ey return}

Business narne, if different flom above

Incilvideal/
Check appropriate box: D Sole proprietor

D Oorpor_ulon D Partnérahip D Other > BT

Examipt from beckup
D withholding

Address {number, street, and apt, or Buite no.}

Requester’s name and address (optional)
Litfle Traverse Bay Bands of Odawa

City, state, and ZIP code

7500 Odawa Circle
Harbor Springs, M| 49740

iist account aumbers) hers (Qpﬁonan

Print or type
See Specific instructions on page 2.

IZRY]  Taxpayer identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is vour soclal sacurity number (SSN). However, for a resident |
alien, sole propriator, or disregarded entity, see the Part | instructions on page 3. For other entities, it is
your employer identification number (EIN). i you do not have a number, see How fo get a TIN on page 3. or

Note, If the account is In more than one name, see the chart on page 4 for guidedines on whose number

1o enter.

Employer ldaniifi_eatim number

20 I O O

=38l Certification

Undar penaities of perjury, | certify that:

1. The number shown on this form Is my correct taxpayer identification number (or | am wslting for a number to be issusd to med, and

2. | am not subject to backup withhalding because: (a} | am exempt from backup withholding, or (b) | have not been notified by the Internal
Revenue Service {IRS) that | am subject to backup withboiding as a result of a fallure to report all interest or dividends, or [¢) the IRS has

notified ma that | am no longer. subject to backup withholding, and

3. 1am a LS. person (including a U.S. resident alisn).

Centification Instructions. You must cross out item 2 abova if you have been notified by the RS that you are currently stbject to backup
withholding bacause you have falled to report alf interest and dividends on your tax retumn. For real estate transactions, tem 2 does not apply.
For morigage interest paid, acquisition or abandeonment of securad property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and genarally, payments other than interest and dividends, you are not required to sign the Cerntification, but you must

provide your correct TIN. (See the instructions on page 4.)

Sign Signature of
Here U.S. person P

Dato P

Purpose of Form

A person who is required to file an information retum with the
{RS, must obtain your correct taxpayer identification number
(TiN) to report, for example, income paid to you, real estate
fransactions, mortgage interest you paid, acquisition or
abandonment of secured property, canceliation of debt, or
contributions you made to an IRA.

U.S. person. Use Form W-9 only if you are a U.S. person
(Including & resident ailen), to provide your comact TIN to the
person requesting it {the reguester) and, when applicabls, to:

1, Certify that the TIN you are giving is correct {or you are
waliting for a number o be issued),

2. Certify that you are not subject to backup withholding,

or

3. Claim exemption from backup withholding if you are a
U.S. exempt payee.
Note. If a requester gives you a form other than Form W-3 to
request your TIN, you must use the requester’s form if it is
substantally simifar to this Form W-8.

For federal tax purposes you are considered a person if you
are:

e an individual who is a citizen or resident of the United
States,

* z partnership, corporation, company, or association
created or organized in the United States or under the laws
of the United States, or

Cat. No. 10231X

& any estate (other than a foreign estate) or trust. Ses
Regulation section 301.7701-6(a) for additional information.

Foreign person. if you are a foreign person, use the
appropriate Form W-8 (see Publication 515, Withhokding of
Tax on Nonresident Aliens and Foreign Entities).
Nonresident alien who becomes a resident alien.
Generally, only a nonresident allen individual may use the
terms of a tax treaty to reduce or eliminate U.S. tax on
certain types of income. However, most tax treaties contain a
provision known as & “saving clause.” Exceptions specified
in the saving clause may permit an exemption from tax to
continue for certain types of income even after the recipient
has otherwise become a U.S. resident allen for tax purposss.

if you are a U.S. resident alien who i relying on an
axcoption contained in the saving clause of a tax {reaty 1o
clalm an exemption from U.S. tax on certain types of income,
you must attach a statement that specifies the following five
items:

1. The treaty country. Generally, this must be the same
treaty under which you claimed exemption from tex as a
nonresident alian.

2, The treaty article addressing the incoma,

3. The article number (or location) in the tax treaty that
contains the saving clause and its exceptions.

Form W=9 Rev, 10-2004)




LITTLE TRAVERSE BAY BANDS OF ODAWA INDIANS
DEPARTMENT OF HUMAN SERVICES

AUTHORIZATION FOR CRIMINAL BACKGROUND INVESTIGATION

Name:

Maiden name or other names used:

Date of Birth: Race:

Phone Number:

Please list ALL criminal hiétory information charges/convictions and dates:

| understand that my signature allows the LTBB Department of Human
Services to run a criminal background investigation on myself. | agree that
the information above is all accurate and true to the best of my knowledge.

Printed Name

Signature Date

Mailing Address: 7500 Odawa Circle, Harbor Springs, MI 49740
Physical Address: 911 Spring Street, Petoskey, MI 49770
Phone: (231) 242-1620  Fax: (231) 242-1635
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